general practitioners, private psychiatrists, treatment centres and non-prescribing therapists was compared. Different patterns of helpseeking for substance dependence from the various professional groups were detected. Regarding alcohol dependence, 40.3% of private general medical practitioners reported being confronted with alcohol dependence at least once per month, compared with 100% of treatment centre representatives and private psychiatrists, 70.6% of state hospitals and 53.8% of non-prescribers. State hospitals reported the highest frequency for contact with cases of cannabis dependence, compared with the other professional groups, while psychiatrists reported the highest contact with cases involving benzodiazepine, cocaine and ecstasy. Therapists reported a higher level of contact with inhalant dependence, while this group virtually never presented at general practitioners and private psychiatrists.
Conclusion. Help-seeking data can be used in conjunction with other data, such as treatment demand data, to inform and adapt policies and practice. Variations in the manifestation of help-seeking behaviour at various groups may be important pointers to conditions that influence help-seeking, and should therefore be investigated further. Substance dependence is a physical condition that manifests via substance abuse. The perception of substance dependence consequently often includes the rather difficult-to-define and fluctuating activity of regular substance abuse. Furthermore, social stigmatisation and issues of legality often cause it to be practised in privacy. The condition, therefore, does not lend itself to easy measuring.
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The geographic centrality within South Africa of the Free State Province causes it to be at the confluence of roads connecting the country's major centres. It also forms a major centre for trade with Lesotho, where the production of cannabis is one of the main sources of revenue. 1 These factors can reasonably be expected to have implications for the local distribution of substances of abuse and the prevalence of substance dependence. The most comprehensive data available for substance dependence in the Free State are for alcohol dependence. A population assessment by the South African Demographic and Health Survey (SADHS) 2 showed a particularly high prevalence of alcohol dependence among the Free State adult population (34% of all males, 10% of all females). Treatment demand figures obtained by Plüddemann et al. 3 reflect admissions to specialised treatment centres registered at the Department of Social Development. Comparison of the datasets from the aforementioned 2 surveys suggests a large treatment need v. treatment demand gap. However, cases treated by private general practitioners, private psychiatrists and state hospitals are not reflected. 3 It is well known that the majority of substance-dependent individuals do not seek treatment for their dependence, 4 partly because of poor experiences and perceptions of treatment systems. From a service delivery viewpoint, it is therefore important to gain a clearer picture of the patient treatment interface in substance dependence.
The opportunity for recording unmeasured entities of real treatment demand occurs with help-seeking, when the dependence comes to the attention of a professional, somewhere on the timespan between observer-perceived need and actual treatment. Stateprovided health services in the province comprise 3 discrete health complexes, each providing different levels of services. The organisation guides the level of service provided as well as referrals in a particular region. In the case of the Free State Province, the 3 health complexes represent different sets of substance abuse and designated services: 1. The Southern Health Complex has a strong urban centre that provides the widest range of services in state institutions and several specialists in the private sector. Medical care to substancedependent persons is concentrated in some state hospitals for state patients. In the case of private patients, dual-diagnosis patients are managed by psychiatrists and primary substance dependence by an inpatient rehabilitation facility. This facility serves as a referral centre for the whole province. 2. The Northern Health Complex has outpatient treatment facilities in 2 locations in the private sector, with 1 inpatient state psychiatric facility and only 1 private psychiatrist. Medical services are therefore rendered by general practitioners (GPs), relying on consultation with the psychiatrist or other specialists.
3. The Eastern Health Complex is the most rural in character, with no dedicated services in the private sector and one inpatient psychiatric facility in the public sector. Medical services are rendered by general practitioners, often referring to institutions outside the province in complicated cases.
The aim of this study was to determine the frequency of exposure of various groups of healthcare professionals to help-seeking behaviour involving dependence on a range of substances, where help-seeking is defined as consultation for a problem that is related to dependence according to the health professional's opinion.
Methods
A multi-level descriptive study was performed. The study population comprised healthcare workers and allied health professionals providing treatment services for substance dependence in an individual capacity or who were employed by an institution in the Free State Province.
Selection of private GPs
To guide the selection of private GPs and ensure a geographically representative sample, the province was first divided into the 3 existing health complexes (service delivery units), and then into study environments according to the level of state healthcare services in the particular geographical area. A list of study environments was compiled from regional and facility information obtained from the provincial government website (http://www.fshealth.gov.za) and the Provincial Head Office. Five regional environments, defined as the area within a 20 km radius of a town with a regional state hospital, were identified, and all were included in the study.
Twenty district environments, defined as the area within a radius of 20 km of a town with a district state hospital (outside a regional environment), and 38 basic environments, defined as towns outside a radius of 20 km from a town with a regional or district hospital, were identified. For each category, the names of the towns were arranged alphabetically and a random selection was made using random number tables. 5 Five district environments and 6 basic environments were selected in this way.
To mimic a real-life situation, a database containing the names of private GPs who identified themselves as such was compiled from the Telkom telephone directory for 2004/2005. Names were arranged alphabetically within the respective geographic categories and numbered. A random selection was made using random number tables. 5 Ten private GPs per regional environment, up to 5 private GPs per selected district environment, and up toon the original name list; if there was no such nomination, a replacement was drawn by random selection from the remainder of the original list; if the practice had been taken over by another practitioner, the latter was assumed as the replacement.
In total, 123 names were drawn, 30 were excluded on the grounds of not being practicing GPs, 14 declined and 2 were excluded after repeated appointments were missed. The remaining 77 private GPs participated in the study.
Selection of private psychiatrists
All private psychiatrists indicated as such in the Telkom telephone directory for 2004/2005 were contacted. One psychiatrist declined, 1 had emigrated, and 1 who had opened a practice recently was added on the recommendation of fellow psychiatrists. A total of 11 private psychiatrists participated.
Selection of prescribers from state hospitals and treatment centres
Convenience sampling was used to select prescribers from state hospitals and treatment centres and non-prescribers with significant involvement in the treatment of dependent persons. In the state hospitals, 17 prescribing representatives (1 per selected hospital) were selected on the basis of being personally designated to provide medical treatment for substance dependence, or as a representative of a designated department as recommended by the Head of Clinical Services of the particular institution. This group consisted of 10 full-time medical officers, 3 specialist physicians, 1 family physician and 3 psychiatrists.
All persons involved in selecting pharmacotherapy in treatment centres, 2 part-time medical officers (working in the same centre) and a professional nurse (from another centre) were included.
Selection of non-prescribing therapists
A group of non-prescribers were selected on the grounds of their involvement in a treatment centre or spontaneous nomination by other participants as significant role players. Eleven psychologists and 2 social workers participated in the study.
All questionnaires were administered by the researcher during an interview. The questionnaire (available in Afrikaans and English) was tested in a pilot study conducted with 3 randomly selected private GPs not included in the study population. Participants were assured that data reporting would be anonymous and that they could not gain anything from giving false information. They were not influenced to provide 'correct' answers or briefed on expected outcomes. To promote a positive attitude towards the research process, care was taken to respect time schedules.
Data collection and analysis
Participants were asked to indicate their exposure to 'helpseeking' for dependence-related health problems, involving several categories of substances. Responses were grouped as follows: (i) never -the respondent indicated that he/she had no exposure to help-seeking behaviour; (ii) low -occasional exposure, less than once per month; and (iii) high -at least one exposure per month.
Following the completion of the questionnaire, a structured interview was conducted, tape-recorded and transcribed. The results of a selected section of the questionnaire are reported in this paper.
The Department of Biostatistics of the University of the Free State was involved in data analysis. The contents of the completed questionnaires were coded. Categorical variables were summarised by frequencies and percentages and numerical variables by means, standard deviations or percentiles.
Ethical considerations
The research proposal was approved by the Ethics Committee of the Faculty of Health Sciences, University of the Free State. Written permission was obtained from the relevant hospitals' management, Human Resources of the Department of Health, and individual participants. Confidentiality was maintained throughout. The interview transcriber was not informed of participant identities, and the need for confidentiality was emphasised. Individual names and places were not reflected in the final report.
Results

Demographic information
The study population consisted of 121 participants, which included 77 GPs, 3 representatives of treatment centres, 11 private psychiatrists and 17 state hospital representatives. Thirteen nonprescribing therapists were also included. The group had a high level of experience, with a mean experience of 22.3 years (SD ±11.1 
Help-seeking for alcohol dependence
As shown in Table 1 , 40.3% of private GPs were confronted with alcohol dependence on a monthly basis. Only 3 (3.9%) private GPs in the study reported that they had never been confronted with alcohol dependence. It should be noted that non-involvement was a reason given by 9 of the 14 potential participants who declined to participate.
Healthcare professionals at treatment centres and private psychiatrists had an expectedly high frequency of contact with alcohol dependence. State hospitals showed a varied response, with 17.6% reporting no contact and 11.7% reporting a very low level of contact. In comparison with 100% of treatment centres and private psychiatrists reporting an interaction frequency of more than once per month, state hospitals reported 70.6%.
Although nominated on the basis of their involvement in the treatment of substance dependence, only 53.8% of the nonprescribers reported monthly or higher frequency of contact with cases of alcohol dependence. 
Help-seeking for cannabis dependence
From the private GPs' perspective, help-seeking for cannabis dependence was not a common occurrence, with only 11.7% reporting to see such cases on a regular basis (Table 2 ). These cases, however, very frequently presented at treatment centres, private psychiatrists and state hospitals. In state hospitals, the level of contacts was on a par with that of alcohol dependence.
Help-seeking for over-the-counter and prescription drug dependence
Compared with state hospitals, private psychiatrists and treatment centres reported a high frequency of contact with over-the-counter (OTC) and prescription drug dependence. Codeine-containing analgesics were the most common type of analgesic dependence seen across the various referral level environments. A persistently high frequency of contact occurred between private psychiatrists and patients with opioid and other analgesic dependence, while non-prescribers reported a low level of contact (Table 3) .
Help-seeking for cocaine and ecstasy dependence
As seen in Table 4 , private psychiatrists reported the highest frequency and widest range of contact with cases involving this category of substances. Cases involving cocaine dependence featured at some state hospitals.
Help-seeking for inhalant dependence
Inhalant dependence was seen on a regular basis at only 17.7% of state hospitals, while it did not present at private general medical practitioners to a notable extent. Non-prescribers were more often confronted with cases of inhalant dependence, with 53.9% reporting a low level of help-seeking (Table 5) .
Help-seeking pattern across professional groups
The ranking of high exposure (once or more per month) showed that alcohol was the most common substance leading to helpseeking, followed by cannabis, across all professional groups (Table  6 ). Also shown was that OTC/analgesic dependence was more prevalent than cocaine dependence. Help-seeking for inhalant abuse occurred the least in this population.
Discussion
Our study showed distinct patterns of help-seeking across various professional groups for different substances of abuse, across various geographical areas and across the private and public health sectors. Recent studies on help-seeking investigated factors affecting help-seeking in a population of substance-dependent persons 4 and young substance-dependent adults. 5 Myers et al. 7 reported on the influence of stigmatisation and negative beliefs on helpseeking in historically disadvantaged communities in South Africa. 7 It is, however, impractical to implement a strategy that addresses single variables. The selection of a particular service delivery point reflects the result of a cluster of factors that affect help-seeking, such as patient preference and perceptions, disease factors and available options. 5 In essence, the selection patterns reported in this study reflect the roles played by the various professional groups in dependence within a particular environment, broadly defined by socio-economic factors, medical scheme status and the availability of alternative sources of help. Considering that alcohol-dependent subjects were much less likely to seek help than other dependent types, 4 the persistent low level of help-seeking activity experienced by the group of private GPs (Table  1) demonstrates the importance of the continued involvement of this group of professional healthcare workers. The wide variation in involvement among GPs possibly reflects the influence of individual attitudes of GPs. 8 The Prevention of and Treatment for Substance Abuse Act (Act no. 70 of 2008) 9 states that community-based services for substance dependence may only be rendered by individuals registered for such services at the Department of Social Development. Unwillingness of GPs to register and become part of systems suitable for registration as required by the Act 9 may affect access to treatment and the loss of a potential port of entry into treatment. On the other hand, if state hospitals or treatment centres have to take over this role or expand on their current role, they will need to consider factors that promote help-seeking.
State hospitals served as a point of concentration for cannabis dependence, with similar levels of contact with help-seeking cases involving cannabis dependence (Table 2 ) and alcohol dependence (Table 1) . However, the exposure of state hospital representatives to help-seeking for alcohol dependence was substantially lower (70%) than that at treatment centres (100%) and psychiatrists (100%). When considered together with existing data from the South African Community Epidemiology Network on Drug Use (SACENDU) project reflecting admissions to treatment centres 3 and the frequencies of alcohol dependence (34%) and cannabis abusers (2%) according to national surveys, 10 there seems to be a deficit in help-seeking for alcohol dependence. However, the context of help-seeking for cannabis is different, with cannabis users presenting with acute psychosis requiring urgent medical intervention.
Psychiatrists, dealing exclusively with dual diagnosis patients, tend to draw a concentration of patients with help-seeking for drugs such as benzodiazepines, cocaine and ecstasy (Tables 3 and 4 ). This trend could mainly be attributed to the role that these drugs play in the aetiology of psychiatric conditions. Other explanations may be the link with self-medication for underlying psychiatric problems and the greater exposure to benzodiazepines in a higher socioeconomic population. 11, 12 Non-prescribers were mainly involved in the management of alcohol dependence cases. Nearly half of this group had never been confronted by cases of analgesic, cough mixture or sedativehypnotic dependence. They also had a very low frequency of contact with cases of heroin, cocaine and ecstasy dependence. Very often, at the end of a referral line, the non-involvement of therapists, especially in the management of benzodiazepine and hard drug dependence, should be of concern.
The observed patterns also revealed information about particular substance dependencies. A relatively low level of help-seeking for alcohol dependence occurred within a population where alcohol dependence is particularly common, with 27.7% of men and 13.2% of women in the Free State scoring more than 2 on the CAGE questionnaire. 2 The reluctance of alcohol-dependent persons to seek help is a universal phenomenon. 4 The study further showed that while benzodiazepine and analgesic dependence cases presented to private GPs and psychiatrists, these did not present at state hospitals ( Table 3 ). The frequency of help-seeking at state hospitals for heroin, cocaine and ecstasy dependence (excluding cannabis) was also low (Table 4 ). These types of dependence therefore seem to be private sector phenomena.
Inhalant dependence cases did not primarily seek help at any of the prescribing groups (Table 5) ; such dependence therefore did not seem to prompt affected individuals to seek medical advice. The relatively high occurrence of help-seeking for inhalant dependence at non-prescribing therapists remains without explanation.
The higher ranking of OTC/analgesic dependence seen in this study is not reflected by current hard data on treatment demand, 4 evidently because these cases generally do not result in treatment. The context of help-seeking should, however, be taken into account. GP participants unanimously indicated that help-seeking for benzodiazepine and analgesics takes the form of 'pseudo-help-seeking' where the doctor is targeted to obtain a legal prescription.
Strengths and weaknesses
The current study adopted a novel perspective for investigating help-seeking behaviour, viz. various groups of healthcare providers, each representing a particular combination of health service delivery factors. The study demonstrated the context-specific nature of helpseeking for substance dependence. However, these findings, in addition to the relatively small sample size, precluded generalisation of the results. Although the actual size of the gap between treatment need and service delivery cannot be determined, the current study illustrated activity below the radar of formal treatment data.
Regarding future research to address unanswered questions, helpseeking patterns need to be investigated in other populations. Furthermore, factors in health service delivery environments that influence help-seeking behaviour should be explored.
Conclusion
The observation of help-seeking behaviour from the perspective of healthcare providers expands the view on substance dependence. The study reflected the natural selection of healthcare providers by dependent populations across the spectrum of various substances, and, as such, identified specific professional healthcare groups that can be targeted for implementing substance-specific interventions. The pattern of help-seeking needs to be considered in policies and planning, and provides valuable clues to the factors that promote or hinder help-seeking.
